Managing depression in primary care:
it's not only what you do it's the way that you do it
Common mental health problems place significant demands on primary care services both in terms of time and resources. 1, 2 Of the common mental health problems, depression and anxiety make up about 97%. 3 Depression is costly to the individual, their family and community, and represents a significant loss of human capital. It poses a considerable burden to the national economy 4 and people with depression represent the largest single group receiving incapacity benefits. 5, 6 Depression is often chronic, has high relapse rates, increases the likelihood of suicide, and is associated with an increased risk of many physical disorders. 7 It continues to present a major public health challenge 8 despite public education campaigns and evidence-based treatment. 9, 10 Four papers in this month's BJGP highlight some of the potential problems of treating patients with depression. Patients frequently do not take antidepressant medication as prescribed with as few as 10% of patients completing a course of treatment. 11 Van Geffen et al, in this issue of the BJGP, explore the rates of commencing treatment in patients prescribed antidepressants. 12 They found that 28% of people newly prescribed an antidepressant by their GP never cashed in their prescriptions or only did so on one occasion. This failure to take the prescribed antidepressants was higher in people given antidepressants for nonspecific indications, such as sleep problems, fatigue, relationship problems, and in non-Western immigrants and older people. This compares to drop-out rates for psychological therapies of about 30% 7 and poses a particular challenge for healthcare professionals.
Antidepressant prescribing has risen in many countries over recent years.
Morrison et al, in this issue of the journal, surveyed antidepressant prescribing in Scotland, and found wide prescribing variations. 13 These variations showed a positive association with morbidity levels, and lower rates of prescribing were associated with better availability of psychological therapy and a higher proportion of ethnic minorities on the practice lists. Interestingly, none of the quality indicators that they used was associated with prescribing levels.
Neither of these studies link prescribing to diagnosis or outcomes and it is not possible to make judgements on the appropriateness or quality of the prescribing. Nevertheless, they do suggest that prescribing for specific problems encourages adherence and that, in general, prescribing levels probably reflect levels of morbidity in the population. This is reinforced by a similar study of antidepressant prescribing in England 14 which also found positive correlations between volumes of antidepressant prescribed, deprivation, and levels of chronic illness, but negative correlations with the proportion of people from black ethnic groups in the population. No association between quality indicators and prescribing was found in this study either.
The lack of correlation with quality factors may not be surprising given the uncertainty about the validity of these indicators in relation to the standards of consultation for psychological episodes. Also in this issue is Vedavanam et al's preliminary study of the prevalence of quality indicators for depression management in primary care. 15 Results suggest that GPs may be offering antidepressants to those that they identify as being depressed and giving appropriate follow-up to those for whom they prescribed antidepressants, but that asking about current medication, suicide, and substance misuse in the consultation was less likely. Other studies suggest a cautious approach to antidepressant prescribing, with GPs often prescribing antidepressants to more symptomatic patients. 16, 17 The fourth paper in this issue by Cuijpers et al is a meta-analysis of randomised controlled trials of structured psychological therapies. 18 What is most surprising about this meta-analysis is the small adjusted effect size of psychological therapies (standardised mean difference 0.2; number needed to treat [NNT] 5.75). This may be explained partly by the heterogeneous group of therapies included in the analyses and the heterogeneity of the samples under study. However, even when these factors are taken into consideration, their results are disappointing. Their analysis confirms the results of previous studies that suggest psychological therapies are probably as effective as antidepressant treatment. A meta-analysis of antidepressant treatment in primary care 19 found an NNT for selective serotonin reuptake inhibitors of around 6.0.
Also of interest is that Cuijpers et al found no effect in studies that had recruited by screening for depression as opposed to those studies that relied on referral by a GP. This has significant implications, especially when GPs are being encouraged to case-find depression in high-risk groups. Previous research has suggested that case-finding does not alter GP practice, 20 and Cuijpers et al's research suggests there may be very good patientlevel reasons to explain this. Others have advised that screening/case-finding for depression is only likely to be useful where integrated systems of care are in place to ensure that those who screen positive have access to the appropriate resources. 21 The findings from the four studies in this issue add to a growing body of evidence suggesting that even in the rarefied world of research, depression outcomes are far from optimal. This is probably best demonstrated in the Sequenced Treatment Alternatives to Alleviate Depression (STAR*D) report, 22 a large study (funded to the tune of US$35 million) that aimed to determine what treatments are most likely to result in remission from depression. Designed to mimic clinical practice, it enrolled over 4000 people with major depression and began treating them with one antidepressant (citalopram) before progressing those, who did not remit at this first step, to other antidepressants or cognitive therapy singly or in combination, over a series of four steps. The results were sobering: only 30% of patients achieved remission after initial treatment with a selective serotonin reuptake inhibitor. In those that failed to remit, switching to another antidepressant or having their antidepressant augmented resulted only in a further 30% achieving remission. Even under randomisedcontrolled-trial conditions, drop-out rates were high with 21% dropping out after step 1 and 30% dropping out after step 2. At step 3 only 14% remitted and at step 4, 13%. Thus, the more treatments required the less likely you are to achieve remission. They also found that the more treatments you require the higher the likelihood of relapse. Clinicians will be familiar with these rates of remission in their day-to-day practice and also perhaps with similar response rates to the structured psychological therapies.
So, should we succumb to therapeutic nihilism or can depression care be optimised to ensure maximum efficacy? The good news from the STAR*D study is that following all the four steps in sequence resulted in a cumulative remission rate of around 70% (in those who take the treatments and across primary and secondary care). The challenge for both primary and secondary care is how to ensure patients are stepped up appropriately if people fail to achieve remission on a particular treatment. Part of the solution to this may be to increase capacity. One of the problems of managing treatment of depression in primary care (and secondary care) has been the high level of unmet need for psychological therapy, 23, 24 awareness of which has resulted in calls for an improvement in access to psychological treatments for people with common mental health problems. 25 More than 10 000 new therapists are estimated to be required to deliver these therapies. 25, 26 In response, the Department of Health in England developed the 'Improving Access to Psychological Therapies' (IAPT) pilots, which are now being extended 27 with the training of 3600 new therapists over the next 3 years. These IAPT schemes will use a stepped-care approach offering both low-and high-intensity therapies. The high-intensity approaches will use cognitive behavioural therapy (CBT) of up to 16 sessions. The low intensity approaches may include computerised CBT, guided self-help, problem solving, behavioural activation, brief CBT, and medication management.
This new investment is welcomed, but the increase of personnel on its own may be insufficient without new structural arrangements to ensure the delivery of effective care. Evidence suggests that collaborative models of care may be most effective here, 28, 29 using (1) a multiprofessional approach to patient care involving GP, mental health specialists, and a case manager (a professional or paraprofessional providing regular contacts with the patient about medication or psychosocial support); (2) a structured patient management plan with both brief psychological therapy and medication management where appropriate; and (3) scheduled patient follow-ups with systematic routine data collection to inform supervision and decision making about treatment plans. This would provide an integrated coherent model of care necessary, for instance, if case-finding is to be optimally effective.
The benefits of cohesive collaborative care approaches suggest that the way in which treatment is delivered is as important as the treatment itself. There are similar benefits to be accrued from the way the physician approaches the consultation with the patient with depression and negotiation of any treatments, including the prescribing of antidepressants.
Given the limited effect sizes of available treatments and the need to try multiple approaches in many instances, Balint's idea of 'the Doctor is the Drug' needs to be enhanced (and broadened to include the whole health care team). There is a large literature on the biopsychosocial approach to medicine and this has been advocated for the assessment and management of people with depressive symptoms. 30 It is important for the patient and physician to develop shared understanding about diagnosis and treatment, maintained through the development of a trusting relationship and an open exchange of evidence and ideas. 31 Recent studies have described the negative effects of leaving patients' agendas unvoiced. 32 Sharing decisions about treatment, if the patient wishes, can follow the development of this relationship.
Also of relevance here are ideas taken from another body of literature, that of recovery, which have developed from the narratives of people with long-term mental health problems. 33, 34 In the sense used here, recovery is concerned with 'social recovery', the idea of building a life beyond illness, of recovering one's life: an important outcome and common to people with other chronic illnesses, such as diabetes, asthma, and arthritis. Central to recovery is the development of a sense of personal control (agency) and the sustaining of motivation and supporting expectations of an individually fulfilled life (hope).
The physician may facilitate this through the development of a trusting relationship, based on partnership with the patient, a shared understanding about diagnosis and risk, understanding the patients' concerns and expectations, listening to narrative, agreeing on a plan of action, sharing information about treatments, and during follow-up assessing progress, symptoms, risk, and treatment, discussing new concerns, and deciding about ongoing management. As with chronic disease management, selfmanagement and self-determination, rather than professionally-dominated strategies are central.
The use of evidence-based treatments are essential for improving the management of depression in primary care, but these alone are probably insufficient. To enhance the limits of these approaches it appears that integrative coherent systems of care that incorporate close collaboration with mental health specialists and nonstatutory services, case management, and a recognition and acknowledgment of the importance of the healthcare professional-patient relationship are vital. It
